Background: Fatigue is a prevalent and disabling symptom associated with many acute and chronic conditions, including acute myocardial infarction and chronic heart failure. Fatigue has not been explored in patients with stable coronary heart disease (CHD).
F
atigue is often defined as the subjective sensation of extreme and persistent exhaustion, tiredness, and lack of energy (Aaronson et al., 1999; Dittner, Wessely, & Brown, 2004; Ream & Richardson, 1996) . Similar to other symptoms such as pain, fatigue is multidimensional, is influenced by physical and psychosocial factors, and shares common features with some mood and anxiety disorders (Aaronson et al., 1999; American Psychiatric Association, 2013) . In patients with coronary heart disease (CHD), fatigue is a prevalent and debilitating symptom associated with poor quality of life and reduced physical activity (Pragodopol & Ryan, 2013) .
CHD, also referred to as ischemic heart disease and acute coronary syndrome (ACS), encompasses conditions that arise because of atherosclerosis and a reduction in coronary artery blood flow (American Heart Association, 2013) . Emerging evidence indicates that new onset or elevated levels of fatigue may be associated with an impending ACS event or may indicate worsening or progressive CHD. Among patients (N = 256, mean age = 67 years) presenting to the emergency department for ACS, patients reported that "unusual fatigue" was one of the three most prevalent symptoms that propelled them to seek care (DeVon, Ryan, Ochs, & Shapiro, 2008) . In a large prospective longitudinal study enrolling only men (N = 5,216, mean age = 59 years), Ekmann, Osler, and Avlund (2012) found that fatigue was associated with first hospitalization for nonfatal ischemic heart disease (hazard ratio [HR] = 1.98, 95% CI [1. 09, 3.61] ) and all-cause mortality (HR = 3.99, 95% CI [2.27, 7 .02]). After adjusting for smoking and alcohol consumption, fatigue remained the only significant predictor of first hospitalization for nonfatal ischemic heart disease in men. In a large study enrolling women and men (N = 11,795, mean age = 57 years), Lindeberg, Rosvall, and Östergren (2012) found that exhaustion predicted cardiac events in both men (HR = 1.49, 95% CI [1.06, 2.11]) and women (HR = 1.78, 95% CI [1.23, 2.58]). After adjusting for depression and anxiety, the association between exhaustion and CHD was strengthened in men (HR = 1.62, 95% CI [1.05, 2.50]) but was no longer statistically significant in women. Fennessy et al. (2010) found that both men and women reported moderate-to-high levels of fatigue at the time of acute myocardial infarction (AMI). Women reported significantly less fatigue 30 days after AMI, whereas men did not report a change. Using quantitative coronary artery angiography, Zimmerman-Viehoff and colleagues (2013) examined the relationship between vital exhaustion (Maastricht questionnaire) and progression of coronary artery atherosclerosis in women (N = 103, mean age = 55 years) who had experienced an acute coronary event. Vital exhaustion significantly correlated with coronary artery diameter, with women having the highest vital exhaustion scores (46) (47) (48) (49) (50) (51) (52) (53) (54) (55) (56) (57) Considering that fatigue may be an indicator of new onset or progressive CHD, it is important to determine the severity and characteristics of fatigue in a stable CHD population. Stable CHD is defined as patients who have been diagnosed with CHD but have not experienced a worsening of symptoms, symptoms at rest, or an episode of ACS for at least 60 days (Goblirsch et al., 2013) . Therefore, the purpose of this partially mixed sequential dominant status study was to 1. describe fatigue (intensity, distress, timing, and quality) in patients with stable CHD; 2. determine if specific demographic (gender, age, education, income), physiological (hypertension, hyperlipidemia), or psychological (depressive symptoms) variables were correlated with fatigue; and 3. determine if fatigue was associated with health-related quality of life (HRQoL).
ORGANIZING FRAMEWORK
The organizing framework for this study was derived from the theory of unpleasant symptoms, which includes physiological, psychological, and situational factors that influence the symptom experience and describes symptoms in terms of intensity, distress, timing, and quality (Lenz, Pugh, Milligan, Gift, & Suppe, 1997) . Although not consistent across all CHD studies, others have reported that fatigue is associated with gender, age, HRQoL, medication type, smoking status, pain, and depressed mood (DeVon et al., 2008; Ekmann et al., 2012; Fink et al., 2012; Fink, Sullivan, Zerwic, & Piano, 2009; Hägglund, Boman, Stenlund, Lundman, & Brulin, 2008; McSweeney & Crane, 2000; Shaffer et al., 2012) . Figure 1 depicts the conceptualization of the theory of unpleasant symptoms for the current study as adapted by the authors.
In the theory of unpleasant symptoms, gender and age are considered situational factors, whereas depressed mood is categorized as a psychological factor. The symptom experience was examined using the Fatigue Symptom Inventory (FSI; Hann et al., 1998) . The average of the first three FSI questions was used to evaluate symptom (fatigue) intensity.
FIGURE 1
Organizing framework based on the theory of unpleasant symptoms used to understand fatigue in the presence of coronary heart disease.
The FSI-Interference Scale was used to determine symptom (fatigue) distress. The distress dimension within the theory of unpleasant symptoms refers to the degree to which a person is bothered by the symptom and the symptom interferes with activities of daily living. The FSI has several items, which corresponded to the timing of fatigue (time of day, number of days per week fatigue occurs, and pattern of fatigue). The Short Form-36 (McHorney, Ware, & Raczek, 1993) , a measure of HRQoL, was used as a reflection of performance. Qualitative interviews were completed to obtain a comprehensive description of fatigue and add descriptive depth to each of the dimensions within the theory of unpleasant symptoms.
METHODS

Research Design
The study was conducted using a partially mixed sequential dominant status design, whereby the main study design was quantitative (QUAN) followed by a qualitative (qual) component (QUAN ! qual). In a partially mixed sequential dominant status design, the qualitative and quantitative elements are deployed one after the other with one method being emphasized over the other (Leech & Onwuegbuzie, 2009 ). This mixed-methods design was chosen to achieve complementarity, which seeks to achieve convergence between quantitative and qualitative findings and to provide descriptive depth through qualitative interviews (Greene, 2007) . The cross-sectional quantitative data were collected first, and participants for the qualitative component were recruited from this sample. Integration of qualitative and quantitative data occurred at the data analysis and discussion stages.
Sample and Setting
One hundred and two participants with stable CHD were recruited from two cardiology clinics during routine cardiovascular appointments. One clinic served primarily minority, urban patients (n = 51), and one served predominantly Caucasian patients from a small city in a rural setting (n = 51). Eligibility was determined by review of medical records. Inclusion criteria included a diagnosis of stable CHD, the ability to speak and read English and living independently. Exclusion criteria included heart failure with reduced ejection fraction (ejection fraction < 40%), terminal illness with prediction of less than 6 months to live, myocardial infarction or coronary artery bypass grafting in the past 2 months, unstable angina, symptoms due to worsening or exacerbation of cardiac disease, and hemodialysis. These exclusion criteria were chosen to eliminate patients with a recent acute event, those with new or worsening symptoms of CHD, and those with comorbid conditions known to be associated with significant fatigue. The institutional review boards at both sites approved the study. All participants provided written informed consent.
Quantitative Measurement Fatigue Fatigue was measured using the FSI, a 14-item selfreport instrument measuring fatigue intensity, duration, and interference with activities of daily living over the past week (Hann et al., 1998) . The FSI has been used to measure fatigue in patients with AMI Fink et al., 2010) and patients with heart failure (Fink et al., 2009 ). Similar to others, the first three items of the FSI were used to measure fatigue intensity/severity (Donovan, Jacobsen, Small, Munster, & Andrykowski, 2008) . Questions 5-11, which are referred to as the FSI-Interference Scale, were used to measure the degree to which fatigue has interfered with patients' daily activities in the past week. Each question on the FSI is answered using an 11-point Likert-type scale (0 = not at all fatigued/no interference to 10 = as fatigued as I could be/extreme interference). Interference in physical, cognitive, and emotional aspects of daily living are measured using the interference scale. Questions 1-3 and 5-11 were summed and then divided by the total number of items (3 and 7, respectively) to generate the intensity fatigue score and FSI-Interference Scale score, yielding scores ranging from 0 to 10. Higher scores reflect higher intensity of fatigue and more interference because of fatigue. The FSI-Interference Scale has excellent reliability as estimated by coefficient alphas ranging from 0.93 to 0.95 (Hann, Denniston, & Baker, 2000; Hann et al., 1998) . Using the SF-36 vitality subscale as a comparison, Donovan et al. determined that an intensity score of > -3 was reflective of clinically meaningful fatigue. In the current sample, reliability was strong for the FSI-Interference Scale (a = 0.93) and the FSI intensity score (a = 0.86).
Depressive Symptoms Depressive symptoms were measured using the Patient Health Questionnaire-9 (PHQ-9), which has been used in prior studies with cardiovascular patients (Fink et al., 2012; Lee, Lennie, Heo, & Moser, 2012) . The PHQ is a nine-item self-report instrument with a 4-point Likert-type scale (0 = not at all; 1 = several days; 2 = more than half the days; 3 = nearly every day) for each question and was developed using the Diagnostic and Statistical Manual for Mental Disorders' criteria for major depression (American Psychiatric Association, 2013; Kroenke, Spitzer, & Williams, 2001 ). Scores of > -10 indicate moderate/severe depressive symptoms; scores between 5 and 9 indicate minor depression. Using a structured mental health professional interview as the criterion standard, the sensitivity and specificity of the PHQ-9 (score > -10) was 88% for detecting major depression (Kroenke et al., 2001) . In this study, a score of > -5 was used as the cutoff for the presence of depressive symptoms. www.nursingresearchonline.com 1993), including CHD populations (Fink et al., 2009; Hägglund et al., 2008) . The SF-36 is a 36-item questionnaire that consists of eight subscales designed to measure quality of life in the domains of physical and mental functioning. The eight subscales are physical functioning, physical role limitation, emotional role limitation, vitality, mental health, social functioning, pain, and general health. The SF-36 generates eight subscale scores and two summary scores (physical component score and mental component score). Raw scores are standardized to range from 0 to 100, with lower scores indicating a lower level of functioning. Within the current study, reliability was good (a = .79-.88) for seven of the eight subscales, with a lower reliability for the general health subscale (a = .69).
Quantitative Analysis
Data were analyzed using the Statistical Package for the Social Sciences (Statistics for Windows, Version 19.0, IBM, Armonk, NY). A nominal alpha level of <.05 was designated for statistical significance. Chi-squared tests for independence and independent samples t tests were used to analyze demographic data and fatigue stratified by gender. Pearson's correlation and Spearman's rho were used to identify factors associated with fatigue. Multiple regression was used to identify predictors of fatigue.
Qualitative Measurement
Using scores from the FSI-Interference Scale, participants were identified as experiencing high (> -2.5), moderate (1.15-2.4), or low (1.14) levels of interference from fatigue ). Participants from each fatigue level were selected for the qualitative interview. Participants for the qualitative arm were interviewed within 3-5 weeks of enrollment. This time frame was selected to prevent potential recall bias and reduce the likelihood of participants experiencing cardiovascular events. Purposive sampling was used to achieve heterogeneity of the sample and to increase transferability of findings.
The principal investigator or research assistant completed all interviews, which lasted approximately 30 minutes. The principal investigator reviewed interviews completed by the research assistant to ensure consistency between interviewers. A semistructured interview guide was used to collect data. Questions included, "Describe a typical day," "What time of day do you feel most fatigued?" and "Describe your fatigue." Additional questions and probes were used to enhance the quality of the data. Field notes and an audit trail were maintained throughout data collection to ensure confirmability. Data saturation was reached after completing 13 interviews.
Qualitative Analysis
Interviews were digitally recorded and transcribed verbatim. Transcripts were imported into NVivo 9 (QSR International, Burlington, MA) for coding and analysis. Transcripts were reviewed for accuracy by checking transcripts against the digitally recorded interview. Narrative analysis, which considers the potential for stories to give meaning to the data (Onwuegbuzie & Combs, 2010) , was used as the primary analytic technique. Using the theory of unpleasant symptoms; themes of situational, psychological, and physiological factors; symptom description (timing, intensity, distress, quality); and performance (HRQoL) were analyzed. As data were coded, emerging themes were added, including an overall definition of fatigue, the worst part of being fatigued and aggravating/alleviating factors. To avoid biasing results, interviews were initially analyzed without regard to fatigue group. After all interview analyses were complete, within-and between-group analyses were done by comparing interviews from each group to determine similarities and differences between groups.
Mixed-Methods Analysis
After qualitative and quantitative analyses were complete, data were compared to determine patterns, enhance description, and address any discrepancies. Qualitative data were used to expand the overall depth of quantitative findings and provide a more thorough description of fatigue. If discrepancies were found, the authors reviewed discrepant data to determine if narrative data were revealing a concept not included on the standard instruments. Discrepancies in mixed-methods findings are generative, as they lead to further analysis and future research directions (Greene, 2007) .
RESULTS
Demographic Characteristics
The mean age of participants (N = 102) was 65 years (SD = 11 years, range: 34-86 years). Most were men, non-Hispanic White, married, and had a high school education or greater (Table 1 ). The qualitative sample included nine men and four women (mean age = 67 years, SD = 12 years, range: 50-85 years); five participants reported low interference from fatigue, four reported moderate interference, and four reported high interference (Table 1) .
Fatigue Intensity/Severity Quantitative Analysis Women reported significantly higher levels of fatigue intensity (M = 4.38, SD = 2.16) than men (M = 3.43, SD = 2.16; t = 2.27, p = .003). Fifty-seven percent of men and 78.4% of women had clinically meaningful fatigue as indicated by an intensity score of > -3. Fatigue intensity was significantly correlated with PHQ-9 score, smoking history, and income (Table 2) . In a regression model, PHQ-9 (depressive symptoms) was the only predictor of fatigue intensity (Table 3) .
Qualitative Analysis Participants in the qualitative arm of the study reported varying degrees of fatigue intensity. Some participants reported not recognizing fatigue until they "hit a wall" and did not want to do anything else. Others reported noticing a change from the past, stating, "I'd be able to doze off sitting up. I didn't used to be able to do that" (58-year-old woman, low fatigue interference) and "I'm more tireder (sic) this year than I was a year ago" (50-year-old man, high fatigue interference). One participant mentioned that she noticed an overall slowing down, "since I was sick." Most participants indicated a general slowing down but could not relate the change to any specific event. Of note, one participant stated, "I just get tired. Some Note. PHQ = Patient Health Questionnaire; PCI = percutaneous coronary intervention.
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www.nursingresearchonline.com days I almost start crawling" (81-year-old man, low fatigue interference). This participant reported no interference from fatigue (score of 0 on FSI-Interference Scale), rated his worst fatigue severity as a 4 on an 11-point Likert scale, and consistently scored > -50 (range: 0-100) on all HRQoL subscales. This incongruent finding may represent an accommodation to decreased physical capacity because of CHD.
Fatigue Interference Quantitative Analysis Women reported significantly more interference from fatigue (M = 3.28, SD = 2.71; t = 2.74, p = .007) than men (M = 1.99, SD = 2.03). The FSI-Interference Scale score was significantly correlated with age and PHQ-9 score (Table 2) . Depressive symptoms were the only predictor of interference from fatigue in a regression model (Table 4) .
Qualitative Analysis A common theme was a general slowing down. "I have like a certain amount of energy in my bank account in the morning, and it just kind of gradually depletes during the day, and when it's gone, it's gone" (62-year-old man, moderate fatigue interference). Other participants reported rearranging their activities around the time of worst fatigue. "Then I arrange my day so that I can take my walk, come back and take a nap, and be fresh for the appointment. And that's the way I handle it" (81-year-old woman, high fatigue interference). Other descriptors of symptom distress included: "I remember I taught Grapes of Wrath. And ma would say, 'I'm sick tired,' you know.... You're almost sick, you're so tired" (74-year-old woman, moderate fatigue interference). Some participants described their distress in terms of activity, "like you want to lie down and take a nap" (50-year-old man, moderate fatigue interference). Participants who reported the lowest FSI-Interference Scale scores reported fewer instances of daily fatigue but still reported having days when they were exhausted.
Timing of Fatigue Quantitative Results
Fatigue intensity was significantly correlated with the number of days per week participants experienced fatigue (r = .63, p < .0001) and the portion of the day participants felt fatigue (r = .66, p < .0001). Participants reported being fatigued a mean of 3.43 (SD = 2.38) days per week.
Qualitative Results Reports of the timing of fatigue varied.
Some people reported fatigue every day at the same time: "Here lately it's been pretty much every day.... I get up and get [spouse] out to work...it feels like I'm drained" (85-year-old man, high fatigue interference). Other participants reported that fatigue only affected them after being busy and finally sitting down for the day, whereas some stated that there was no pattern. Two participants reported no fatigue on their quantitative measures, but they reported slowing down and needing more frequent breaks. One participant reported, "I take a nap...but as far as fatigue; I've got a lot of energy" (53-year-old man, low fatigue interference). Participants often did not relate slowing down, taking more frequent breaks, or needing naps to fatigue.
Quality of Fatigue
Qualitative Analysis The quality dimension of the theory of unpleasant symptoms refers to the symptom description, how the symptom manifests, or alleviating factors. Descriptors of fatigue included "I get winded a lot quicker," "going at a slower pace," and "a little aggravated and drained." Participants often reported that sitting down and resting was an alleviating factor. Many participants reported that simply going slower was helpful, "so instead of working three hours, I should work two and then leave it" (79-year-old woman, low fatigue interference). All participants in the qualitative arm were asked to define fatigue. Definitions included "being completely wore (sic) out," "different kind of fatigue," "bone weary," and "low energy, low mental processing." Participants often described it as being different than the feeling after a long day at work, "I've done a hard day's work before and not quite feel, wouldn't be the same.... I really don't know how to explain it...just more or less completely exhausted" (85-year-old man, high fatigue interference). Although the descriptions and definitions varied, it was obvious that fatigue was a physically and mentally taxing symptom that was affecting the individuals' daily lives. Definitions of fatigue did not vary whether participants experienced high, moderate, or low interference from fatigue.
HRQoL and Fatigue
Quantitative Analysis Fatigue intensity and interference from fatigue were negatively correlated with each of the SF-36 subscales that measure HRQoL (Table 5) . Participants who reported more fatigue intensity and more interference from fatigue reported significantly worse scores on all eight subscales.
Qualitative Analysis Overall, participants reported that fatigue did not affect their enjoyment of life. Some participants reported feelings of jealousy when they saw people who were older doing things more easily than they could themselves: "I get jealous. Sometimes I'll see people in their 70s and 80s, and they're walking fast, like there's nothing wrong with them. They're full of piss and vinegar. It's like, 'wow I'm only 52'" (52-year old-man, high fatigue interference). Others reported finding ways to adapt to the fatigue by "unconsciously" planning their outings around times of worst fatigue.
INTEGRATED ANALYSIS
There was concordance of findings between quantitative and qualitative measures on timing and distress dimensions of the theory of unpleasant symptoms. Table 6 summarizes the integrated analysis.
Participants with the highest FSI-Interference Scale scores tended to report the most difficulty with fatigue during qualitative interviews, with one exception: An 81-year-old man categorized as having low fatigue interference reported high fatigue during the interview. On the day of his interview, he reported he was "feeling pretty good" but described how bad he felt on his high fatigue days. It is possible that, when he completed the FSI, he was having a good day and did not answer the questions based on how he felt at any time other than the present.
Although participants during the qualitative interviews did not always acknowledge fatigue, they reported a general slowing, an increased frequency of breaks, and an overall tailoring of their lifestyle to avoid fatigue. All interviewed participants who reported low fatigue interference (n = 5) reported needing additional breaks. Neither the FSI fatigue severity score or interference score captured this phenomenon; therefore, without the addition of the qualitative component, important information might have been lost. The use of a partially mixed sequential dominant status design in which qualitative data enhance and expand data acquired through validated quantitative tools provided a deeper and contextualized picture of fatigue in patients with CHD.
DISCUSSION
A key finding of the study was that more than 50% of stable male and female participants with CHD reported clinically meaningful fatigue that occurred on an average of 3.43 days of the week. This indicates that patients with stable CHD experience a high degree of fatigue. Women (M = 3.28, SD = 2.71), but not men (M = 1.99, SD = 2.03), reported higher interference with activities because of fatigue than those reported by cancer patients undergoing active treatment (M = 2.3, SD = 2.2; Hann et al., 1998) and patients with reduced ejection fraction heart failure (M = 2.9, SD = 2.7; Fink et al., 2009) .
The presence of depressive symptoms was the only predictor of fatigue intensity and interference among the potential contributors to fatigue. Interestingly, in the univariate analysis, women reported significantly greater fatigue intensity and interference compared with men; however, after controlling for depressive symptoms, there were no gender differences, indicating that depressed mood was a dominant factor. Finally, fatigue intensity and interference were correlated with poor HRQoL. Patients with higher PHQ-9 scores (depressive symptoms) reported more interference from fatigue and fatigue intensity. On the basis of the regression analysis, 45% Qualitative data (select)
Integrated analysis
Frequency and pattern • 9.8% reported no fatigue in the past week
• "Here lately it's been pretty much every day…" (high fatigue) • Quantitative reports of frequency of fatigue correlated with qualitative comments such as "lots or energy" or "every day"
• 47% reported fatigue 1-3 days in the past week
• "…as far as fatigue, I've got a lot of energy." (low fatigue)
• No consistent pattern of fatigue identified in qualitative or quantitative results
• 43% reported fatigue > -4 days in the past week • "…don't happen every day." (low fatigue)
• 20% reported fatigue worse in the morning
• "…sometimes in the afternoon, I'll get a little tired, and I'll lay down for a little bit. But most of the time it's more evenings…" (moderate fatigue)
• 21% reported fatigue worse in the afternoon • "In the morning. And I usually have to end up stopping what I'm doing, getting up, and moving around." (moderate fatigue)
• 28% reported fatigue worse in the evening
• "It's no certain time. It varies." (high fatigue)
• 23% reported no consistent pattern Distress • 72% reported fatigue interfered with general activity • "I felt that my medical condition had finally turned a corner, and so now I'm going to try to become more active…and then you find out you can't…" (low fatigue)
• Even those participants who reported low fatigue on standardized instruments noted fatigue affecting daily life.
• Nearly 65% reported that fatigue interfered with normal work activity, enjoyment of life, and mood.
• "I find myself nodding off…. Nobody saw me, did they? And it's embarrassing." (moderate fatigue) • Standard instruments failed to capture the lifestyle tailoring that patients with stable CHD reported.
• Over 50% reported interference with relationships and ability to concentrate.
• Providers need to ask more detailed questions about fatigue to determine if patients are compensating for the symptom.
Intensity
• Mean score of 5.44 (SD = 2.64) on the rating of most fatigue (range: 0-10) • "I've been awful tired, and that usually is not me." (high fatigue)
• Rating of average fatigue intensity indicative of clinically meaningful fatigue
• Mean score of 3.71 (SD = 2.23) on the rating of average fatigue (range: 0-10) • "…you don't realize you were fatigued until…trying to go out and hanging on the cart keeping you up." (low fatigue) • Qualitative reports of fatigue intensity did not differ significantly between high, moderate, and low fatigue groups.
• Mean score of 2.17 (SD = 2.14) on the rating of least fatigue (range: 0-10) of fatigue interference scores were explained by the presence of depressive symptoms. Even participants categorized as having mild depressive symptoms reported higher levels of fatigue. The link between fatigue and depression has been documented in patients with cardiovascular disease (Evangelista et al., 2008; Fennessy et al., 2010; Fink et al., 2012) . Others have also indicated a strong relationship between fatigue and depression among patients attending primary care clinics. Skapinakis, Lewis, and Mavreas (2004) conducted a secondary analysis of data from the World Health Organization longitudinal collaborative study of psychological problems in general healthcare. Individuals with depression at baseline were 4 times more likely to develop new unexplained fatigue at the 12-month follow-up. In patients with cardiovascular disease, depressed mood or depression often coexist, and it remains to be determined if depression is the cause or consequence of fatigue.
Younger age was associated with higher fatigue interference but not fatigue intensity. It is possible that younger individuals find that fatigue interferes with daily activities, whereas older individuals are not as active or adapt more readily to fatigue by altering their activities. Kop, Appels, Mendes de Leon, and Bar (1996) found that younger age and female gender were significant predictors of vital exhaustion in patients with CHD.
Similar to others, fatigue intensity and fatigue interference were negatively correlated with all eight SF-36 subscales (HRQoL). Pragodpol and Ryan (2013) examined 17 studies and found that fatigue was a predictor of diminished HRQoL in patients with newly diagnosed CHD. In another study of patients with confirmed CHD and chronic angina, a symptom cluster containing fatigue, dyspnea, and chest pain frequency was found to be predictive of lower HRQoL (Kimble et al., 2011) . Staniute, Bunevicius, Brozaitiene, and Bunevicius (2013) determined that poor HRQoL was associated with greater fatigue and reduced exercise capacity independent of mental health and severity of CHD. The findings validate the critical impact that the symptom of fatigue has on HRQoL.
All qualitative participants who reported low interference from fatigue on their standardized instruments (n = 5) reported fatigue during the interview. These individuals reported low levels of fatigue interference and severity but described not doing as much, tailoring their lifestyle to prevent fatigue, and moving at a slower pace. Lifestyle alterations in response to fatigue have been described in the heart failure literature (Jones, McDermott, Nowels, Matlock, & Bekelman, 2012) . In an interpretive study of 26 patients with heart failure, emergent themes included descriptions of patients adapting to being tired and identifying ways to proactively prevent fatigue by rescheduling their days (Jones et al., 2012) . This adaptation may also have occurred with patients in this study. It remains unknown if measurement error or other factors explain differences between quantitative and qualitative reports of fatigue in this study. • "I'm going in there and get something done and get it done. Now you just kind of stretch it out." (moderate fatigue)
• Consistent qualitative reports of adapting to fatigue and changing lifestyle to accommodate restrictions (health-related quality of life) • FSI scores were correlated with all of the SF-36 subscales.
• "…you just learn to accept it." (moderate fatigue)
• Overall, patients reported that they adapted and did not allow fatigue to dictate the quality of life they lived.
• "I've got a lot to do, but just don't get it done…when you're feeling tired, you ain't got no business on a ladder." (high fatigue) • It appears that patients with stable CHD adapt to a decreased functional capacity over time and do not allow quality of life to be dictated by the symptoms they experience.
• "I think that's what's the hardest on a guy that's like me…being shut down from what you used to be doing." (high fatigue)
• "I can get out of the notion of going somewhere a lot easier." (low fatigue)
Strengths and Limitations
Although previous research has focused on determining if fatigue predicts CHD in healthy individuals and the prevalence of fatigue before and after AMI, this is the first study that specifically describes fatigue in a stable CHD population. This study is innovative in that the design included the use of mixed methods, which combined validated quantitative measures with in-depth qualitative interviews. The qualitative interviews complemented findings from the quantitative instruments and added rich descriptive details to the findings. Sampling an urban and rural population resulted in ethnic and geographic diversity, thus increasing the generalizability of findings. There were limitations to this study including the use of a convenience sample and the potential inclusion of patients with undiagnosed heart failure. Differences in reports of fatigue intensity between standardized instruments and interviews in the low fatigue group may indicate that the FSI-interference Scale is not as sensitive in individuals with lower interference from fatigue.
Conclusion
Fatigue was common in patients with stable CHD. Women experienced a greater burden from fatigue compared with men, and this was primarily because of the contribution of depressive symptoms. The use of mixed methods was beneficial to the study of fatigue in stable CHD and provided additional insight, especially in participants who reported low interference from fatigue. This study provides an important contribution to understanding fatigue as a possible symptom of stable CHD; however, these descriptive findings preclude determining if fatigue is an indicator of new onset or progressive CHD. Future research is needed to establish the mechanisms of fatigue in this population. In addition, longitudinal studies are essential to understand causal relationships between depression and fatigue. Further study is also needed to examine the effectiveness of interventions on reducing fatigue to improve HRQoL in patients with stable CHD.
